


  
  

DDiimmoocckk  &&  WWeeiinnbbeerrgg,,  DDDDSS,,  PPAA  
 

PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN  
 
Child’s Full Name: _______________________________________________     Name child goes by: ______________________      
 
□ M     □ F Date of Birth:  ______________________  Age: _______  SSN:  _______________________ 
 
Address: _________________________________________________  City/State:  ________________________  Zip:  ___________ 
 
Home Number: ______________________________ 
 
Current School: ___________________________________ Grade: _______  Hobbies: __________________________________ 
 
Please list any other siblings seen in this office:  ____________________________________________________________________ 
 
Whom may we thank for referring you to us?  _________________________________________ 
 
 

PPAARREENNTT//LLEEGGAALL  GGUUAARRDDIIAANN  ((LLGG))  IINNFFOORRMMAATTIIOONN  
 
Parent/LG Name:  ___________________________________________ Relationship to patient: ________________________ 
 
Date of Birth:  __________________________  SSN:  ____________________________ 
 
Address (if different than patient): ________________________________________________________________________________ 
 
Employer:  __________________________________    Work #:  ________________________  Cell #: ________________________ 
 
Primary Email:  _________________________________________________________ 
 
Parent/LG Name:  __________________________________________ Relationship to patient: ________________________ 
 
Date of Birth:  __________________________  SSN:  ____________________________ 
 
Address (if different than patient): ________________________________________________________________________________ 
 
Employer:  __________________________________    Work #:  ________________________  Cell #: ________________________ 
 
Primary Email:  _________________________________________________________ 
 
Who has legal custody of patient?  _________________________________________________ 
 
 

DDEENNTTAALL  IINNSSUURRAANNCCEE  
 
Policy Holder:  __________________________________ SSN:  __________________________ DOB: ________________ 
 
Insurance Company:  ____________________________________ Group Number: ____________________ 
 
 

EEMMEERRGGEENNCCYY  CCOONNTTAACCTT  ((ootthheerr  tthhaann  ppaarreennttss//gguuaarrddiiaann  lliisstteedd  aabboovvee))  
 
Contact Name: __________________________________  Relationship: _______________________  Contact #: ________________ 
 
 

AAUUTTHHOORRIIZZAATTIIOONN  AANNDD  SSIIGGNNAATTUURREE  
I certify the truth of all information given. I also authorize the release of pertinent information to those persons requiring it for the 
treatment of my child or for the purpose of payment of the account or credit reference. Under certain circumstances, I authorize 
payment of insurance benefits directly to Dimock & Weinberg, DDS, PA, otherwise payable to me. I understand that my dental 
insurance carrier may pay less than the actual bill for services. I understand I am financially responsible for payment of services not 
paid, in whole or in part, by my dental care payer.       

 
_________________________________________________     ________________________ 
Signature of Parent/Guardian        Date 



DDiimmoocckk  &&  WWeeiinnbbeerrgg,,  DDDDSS,,  PPAA  
 

PATIENT NAME: ________________________________________  DATE: _____________________ 
 

HHEEAALLTTHH  HHIISSTTOORRYY  
  
Name of Physician: ___________________________________ Physician Phone #: ___________________________ 
 
Please list any medications your child is currently taking:  Please list any allergies (including medication allergies): 
 

_________________________________________________  __________________________________________________ 
 

_________________________________________________  __________________________________________________ 
 

_________________________________________________  __________________________________________________ 
 
Check any of the following that may pertain to your child: 
□ Heart Condition □ Hemophilia □ Thyroid or glandular problems □ Hearing Disorder 
□ Rheumatic or Scarlet Fever □ Sickle Cell Anemia □ Epilepsy, seizures, fainting □ Speech Disorder 
□ Asthma □ Hepatitis or liver problems □ Cerebral Palsy □ Vision Disorder 
□ Tuberculosis □ Kidney disorder □ Developmental Delay □ Cleft Lip or palate 
□ Lung Problems □ Diabetes □ Autism □ Malignant Hyperthermia 
□ HIV infection or AIDS □ Cancer: (type)_______________ □ ADHD/ADD □ Latex or Rubber Allergy 
 

Please list any surgeries or hospitalizations: ________________________________________________________________________ 
 

___________________________________________________________________________________________________________ 
 
Additional medical information: _________________________________________________________________________________ 
 

___________________________________________________________________________________________________________ 
 

DDEENNTTAALL  HHIISSTTOORRYY  
  

YES NO  YES NO  
□ □ Is this your child’s first dental visit? 

      If not, date of last visit: ___________ 
      Name of dentist:_________________ 
      Were X-rays taken?  _____________ 

□ 
 

□ 

□ 
 

□ 

Does your child have any habits? (thumb sucking, 
pacifier, etc) If so, list: ____________________ 
Does your child drink juice or soda? 
     If so, how much a day? _________________ 

□ □ Has your child had a bad experience in a 
dental office? 

□ □ Does your child snack frequently during the  
day? 

□ □ Did your child nurse or use a bottle after 12 
months? 

□ □ Has your child had a toothache or any type of oral 
pain recently? 

□ □ Did/Does your child nurse or have a bottle 
at nighttime? 

□ □ Has your child ever had a dental injury (bumped or 
chipped tooth, bruised lip)? 

□ □ Do you assist your child’s brushing? 
      How often do they brush: __________ 

  Explain: _________________________________ 
________________________________________ 

 
Type of water source? □ Private Well □ City Water System 
 
Purpose of today’s visit? 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
I understand that the information I have given is, to the best of my knowledge, correct and that it will be held in the strictest of 
confidence.  Because my child is a minor, it is necessary that signed permission be obtained for a parent or legal guardian before any 
dental services can be rendered.  I understand that during my child’s visit, I must remain at the office until my child is dismissed 
unless the office has made arrangements with my family.  I give my consent to Dr. Dimock, Dr. Weinberg, and their staff to perform 
such treatment, services, medication, behavior management techniques, local anesthesia or analgesia to treat any dental/oral 
deficiency, abnormality and/or infection. 
 
___________________________________________________     _____________________ 
Signature of Parent/Guardian         Date 



 
DDiimmoocckk  &&  WWeeiinnbbeerrgg,,  DDDDSS,,  PPAA  

 
AACCKKNNOOWWLLEEDDGGEEMMEENNTT  OOFF  RREECCEEIIPPTT  OOFF  PPRRIIVVAACCYY  PPRRAACCTTIICCEESS  AANNDD  
CCOONNSSEENNTT  FFOORR  UUSSEE  AANNDD  DDIISSCCLLOOSSUURREE  OOFF  HHEEAALLTTHH  IINNFFOORRMMAATTIIOONN  

 
Notice of Private Practices:  You have the right to read our Privacy Practices before you decide 
whether or not to sign this consent.  A copy of our Notice and/or this consent is available upon 
request.  Our Notice provides a description of our treatment, payment activities and healthcare 
operations, of the uses and disclosures we may make of your protected health information, and of 
other important matters about your protected health information. 
 
Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your 
protected health information to carry out treatment, payment activities, and healthcare 
operations.   

 
I have been shown a copy of this office’s Notice of Privacy Practices and have had full 
opportunity to read and consider its contents. I understand that by signing this Consent form, I 
am giving my consent to your use and disclosure of my protected health information to carry out 
treatment, payment activities and health care operations. 
 
If this Consent is signed by a personal representative on behalf of the patient, complete the 
following: 
 
 
Patients Name: __________________________________________________________ 
 
Parent/Legal Guardian Name: ______________________________________________ 
 
Signature: _____________________________________  Date: _________________ 
 
Relationship to Patient: ____________________________________________________ 
 
 
 
 
 
 
 
 
 
 

For office use only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 
  □ Individual refused to sign 
 
  □ Communications barriers prohibited obtaining the acknowledgement 
 
  □ Other (Please Specify) ___________________________________________________  



D
im

ock &
 W

einberg, D
D

S, PA
N

otice of Privacy Practices
Effective Septem

ber 2, 2003

P
atient privacy is im

portant to the doctors and staff of
D

im
ock and W

einberg, D
S

S
, P

A
.  O

ur office is required
by law

 to m
aintain the privacy of P

rotected H
ealth

Inform
ation (P

H
I) and to provide individuals w

ith notice
of our legal duties and privacy practices w

ith respect to
P

H
I.  P

H
I is inform

ation that identifies you and related to
your past, present, or future physical or m

ental health or
condition and related health care services.  This N

otice
of P

rivacy P
ractices (N

otice) explains how
 w

e m
ay use

and disclose P
H

I to provide treatm
ent, paym

ent or
health care operation and for other purposes perm

itted
or required by law

.  A
lso, this N

otice describes your
rights w

ith respect to P
H

I about you.

O
ur office is obligated to follow

 the term
s of this notice.

W
e w

ill not use or disclose P
H

I about you w
ithout your

w
ritten authorization, except as described in this notice.

W
e reserve the right to change our practice and this

notice and to m
ake the new

 notice effective or all P
H

I
w

e m
aintain.  U

pon request, w
e w

ill provide any revised
notice to you.

Exam
ples of how

 w
e m

ay use and disclose PH
I

The follow
ing describes how

 w
e use your P

H
I:

W
e w

ill use P
H

I for treatm
ent.  W

e m
ay use and disclose

P
H

I about you to provide, coordinate or m
anage your

health care services.  E
xam

ple:  S
hould a prescription

be needed to treat a patient in the office, your P
H

I m
ay

be disclosed to a pharm
acist.

W
e w

ill use P
H

I for paym
ent.  W

e m
ay give P

H
I about

you to others to bill and collect paym
ent for treatm

ent
provided to you.  E

xam
ple: Y

our P
H

I w
ill be used in

billing your insurance com
pany for treatm

ent rendered in
our office.

W
e w

ill use P
H

I for health care operations.  W
e m

ay use
and disclose P

H
I in perform

ing business activities.
E

xam
ple:  W

e routinely conduct in-office chart audits to
ensure correctness of billing.

W
e are also likely to disclose P

H
I for the follow

ing
purposes w

ithout a w
ritten consent.

B
usiness associates:  W

e contract other com
panies to

perform
 services in our office.  These com

panies m
ay

have access to P
H

I in assisting us.  In order to protect
your P

H
I, w

e require all business associates to
appropriately safeguard the inform

ation.  E
xam

ple: W
e

contract an outside com
pany to provide us w

ith technical
support on our com

puter system
.  In assisting us w

ith
m

aintaining our system
s, this com

pany has access to
P

H
I.

A
s required by law

:  W
e m

ust disclose P
H

I about you
w

hen required to do so by law
.

A
ny other uses and disclosures w

ill be m
ade only w

ith
your w

ritten authorization.

Your H
ealth Inform

ation R
ights

Y
ou have the follow

ing rights pertaining to your P
H

I:

O
btain a paper copy of the notice upon request.  Y

ou
m

ay request a paper copy of this notice, or any revised
notice at any tim

e.

R
equest a restriction on certain uses and disclosures of

P
H

I.  Y
ou have the right to request additional restrictions

on our use or discloser of P
H

I about you by sending a
w

ritten request to our P
rivacy O

fficer.  W
e are not

required to agree to those restrictions.

Inspect and obtain a copy of your P
H

I.  Y
ou have the

right to see a copy of P
H

I about you contained in a
designated record set for as long as our office m

aintains
the P

H
I.  The designated record set m

ay include billing,
charting, and x-rays.  W

e m
ay change a reasonable fee

for copying and m
ailing such records.

R
equest an am

endm
ent of P

H
I.  If you feel the P

H
I w

e
m

aintain about you is incom
plete or incorrect, you m

ay
request that w

e am
end it.  Y

ou m
ay request an

am
endm

ent for as long as w
e m

aintain the P
H

I.  To
request an am

endm
ent to your P

hi, contact our office.
Y

ou m
ust include supporting reasons for the

am
endm

ent.  In certain cases, w
e m

ay deny your
request for am

endm
ent.  If our office denies your

request, you have the right to file a statem
ent of

disagreem
ent, and w

e m
ay give rebuttal to your

statem
ent.

R
eceive an accounting of disclosures of P

H
I.  Y

ou have
the right to receive an accounting of the disclosure w

e
have m

ade of P
H

I about you on or after S
eptem

ber 2,
2003, for m

ost purposes other than treatm
ent, paym

ent
or health care operations.  The accounting m

ay exclude
certain disclosures, such as disclosures m

ade directly to
you, disclosures you authorize, and disclosures to
friends and fam

ily m
em

bers involved in you or your
child’s care.  The right to receive an accounting is
subject to certain other exceptions, restrictions and
lim

itations.  To request an accounting, you m
ust subm

it
your w

ritten request to our P
rivacy O

fficer.  Y
our request

m
ust specify the tim

e period for w
hich you w

ish to obtain
accounting, w

hich m
ay not exceed six years.  The first

accounting your request w
ithin a 12 m

onth period w
ill be

provided free of charge, but you m
ay be charged for the

cost of providing additional accountings.  W
e w

ill notify
you of the cost involved, if any, and you m

ay choose to
w

ithdraw
 or m

odify your request at that tim
e.

R
equest com

m
unications of P

H
I by alternative m

eans or
at alternative locations.  Y

ou have the right to request to
receive com

m
unications of P

H
I by alternative m

eans.
For exam

ple, you m
ay w

ant recall cards sent to a post
office instead of your hom

e address.  Y
our request m

ust
be m

ade in w
riting.  If w

e cannot com
m

unicate w
ith you

using these alternative m
eans, w

e m
ay resort to using

other contact inform
ation w

e have.

Incidental D
isclosures

The O
pen B

ay.  W
e use an open bay in our office for

m
ost dental treatm

ents.  This type of environm
ent is

used for m
any reasons including positive behavior

reinforcem
ent (kids seeing other kids behaving w

ell).
P

arts of dental treatm
ents and/or conversations m

ay be
overheard by other patients or parents in the office.  If
you find that your child needs additional privacy, please
request a closed door operatory.

R
ecall P

ostcards.  A
s a general practice w

e send recall
appointm

ent rem
inder postcards by m

ail.  The postcards
indicate the child’s nam

e and tim
e and date of the

appointm
ent.  C

ontact our office if you do not w
ant us to

send you recall rem
inder post cards.

A
ppointm

ent R
em

inders.  A
lso as a general practice w

e
call our patient’s hom

e telephone num
ber and leave a

m
essage rem

inding them
 of their upcom

ing
appointm

ents.  This is usually done one to tw
o days

before each dental appointm
ent.  P

lease let us know
 if

you do not w
ant us to contact you in the m

anner.

For M
ore Inform

ation or to R
eport a Problem

C
ontact our P

rivacy O
fficers:

D
rs. D

im
ock &

 W
einberg

3505 C
onverse D

rive, Suite 175
W

ilm
ington, N

C
 28403

(910) 794-2266




